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Dr Joseph Coselli (Houston, Tex). Congratulations on an excellent
presentation. You report to us an incremental study regarding the
Osaka experience with selective cerebral perfusion using axillary ar-
tery cannulation. Your approach is unusual in that you cannulate the
distal axillary artery using an axillary artery incision and a small can-
nula, usually 10F to 16F. Because of this, you also cannulate either
the ascending aorta or the femoral artery to achieve adequate in-
flow. Your results are outstanding, with an operation mortality of
4% and a permanent neurologic deficit of 3% and no significant dif-
ference between elective and emergency operations, albeit with less
than 8% of patients undergoing reoperation.
As your title suggests, you’ve evolved your strategy over
a number of years with variations in such things as temperature648 The Journal of Thoracic and Cardiovascular Surgery c Seand cannulation techniques. Because your results have been excel-
lent apparently all along, it is not exactly clear to me as to what the
motivation for the incremental alteration in your techniques has
been.
Were there any differences in the outcomes from a neurologic,
renal bleeding standpoint from the 4 different groups with regard
to target temperatures that you have alluded to? For which patients,
if any, do you continue to use deep hypothermic circulatory arrest?
You focus on bladder temperature. Knowing the limitations of
bladder temperature monitoring, why do you not also monitor tem-
perature in an area more accurately reflecting brain temperature, for
example, the nasopharyngeal?
You recommend routine evaluation of cerebral circulation to
help guide your perfusion strategy. One fourth of your patients
had emergency procedures. What proportion of these patients had
the benefit of preoperative imaging and how did this, if any, alter
your technique? And if you do not have this preoperative imaging,
exactly what perfusion techniques do you suggest?
Finally, rewarming strategy is also an important aspect of neuro-
protection. What is your current rewarming approach? Do you use
bladder temperature for this as well? What ultimate temperature
do you target in your rewarming process? If you could, just mention
to us your pH strategy.
Dr Ogino. As you know, in the past, we used retrograde cerebral
perfusion with profound hypothermia in arch surgery. However, be-
cause the cerebral safety margin was limited and the incidence of
postoperative temporary neurologic dysfunction was higher, our
brain protection technique was shifted to selective antegrade cere-
bral perfusion in 2000.
At the moment, as I mentioned, the routine temperature is
28C, regardless of aortic pathology. However, for high-risk pa-
tients with cerebral ischemia or renal dysfunction, we still use
deep hypothermia at approximately 20C to 22C for cerebral or
renal safety. In terms of bleeding or hemostasis, we are currently
looking at the difference by a randomized control study between
deep and moderate hypothermia in arch surgery. Our impression
is that the amount of bleeding is less in the patient group with
moderate hypothermia.
In regard to the temperature, we monitored the nasopharyngeal
and bladder temperatures. In this study, we focused more on the
bladder temperature as the core temperature, because we had to
pay attention to the safety of spinal cord and visceral organs under
moderate hypothermia. Selective antegrade cerebral perfusion is
physiologic and has been well established. Under these circum-
stances, we focused more on the bladder temperature than the naso-
pharyngeal temperature.
In regard to the next question about the preoperative examination
of cerebral circulation, routinely, brain computed tomography scans
or carotid ultrasound was performed to evaluate the cerebral circu-
lation. With a positive sign of ischemia in these examinations, mag-
netic resonance imaging or single photon emission computed
tomography followed with the consultation of neurophysicians or
neurosurgeon. With remarkable cerebral ischemia, we chose deep
hypothermia and maintained the higher blood pressure during
CPB and selective antegrade cerebral perfusion to avoid cerebral hy-
poperfusion. As you pointed out, one fourth of our patients were on
emergency bases, such as acute dissection or ruptured nondissecting
aneurysm. In this setting, preoperative evaluation was incomplete.ptember 2008
Ogino et al Surgery for Acquired Cardiovascular DiseaseSo for those cases, we tended to choose a lower temperature because
of less information on cerebral circulation. Exceptionally, for rela-
tively young patients with acute dissection without cerebral malper-
fusion, moderate hypothermic surgery at 25C to 28C was
performed because these patients unlikely had any atherosclerotic
cerebrovascular diseases.The Journal of ThorAs you mentioned, the rewarming process is also important for
brain protection. Slow rewarming to the nasopharyngeal tempera-
ture of approximately 30C to 32C was started after reconstruction
of the left subclavian artery. Full rewarming was commenced after
complete reconstruction of the arch vessels. In terms of pH strategy,
we used alpha-stat strategy for cooling and rewarming.acic and Cardiovascular Surgery c Volume 136, Number 3 649
A
CD
